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Background: Some studies show orphanhood to be associated with increased sexual risk-taking while others have
not established this relationship, but have found factors other than orphanhood as predictors of sexual risk
behaviours and outcomes among adolescents. This study examines community members’ perceptions of how
poverty influences adolescent sexual behaviour and outcomes in four districts of Nyanza Province, Kenya.
Methods: Eight study sites within the four districts were randomly selected. Focus group discussions were
conducted with a purposive sample of adolescents, parents and caregivers. Key informant interviews were
undertaken with a purposive sample of community leaders, child welfare and healthcare workers, and adolescents.
The two methods elicited information on factors perceived to predispose adolescent orphans and non-orphans to
sexual risks. Data were analysed through line-by-line coding, grouped into families and retrieved as themes and
sub-themes.
Results: Participants included 147 adolescents and parents/caregivers in 14 focus groups and 13 key informants.
Poverty emerged as a key predisposing factor to sexual risk behaviour among orphans and non-orphans. Poverty
was associated with lack of food, poor housing, school dropout, and engaging in income generating activities, all of
which increase their vulnerability to transactional sex, early marriage, sexual experimentation, and the eventual
consequences of increased risk of unintended pregnancies and STI/HIV.
Conclusion: Poverty was perceived to contribute to increasing sexual risks among orphan and non-orphan
adolescents through survival strategies adopted to be able to meet their basic needs. Policies for prevention and
intervention that target adolescents in a generalized poverty and HIV epidemic should integrate economic
empowerment for caregivers and life skills for adolescents to reduce vulnerabilities of orphan and non-orphan
adolescents to sexual risk behaviour.
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Studies in Sub-Saharan Africa show adolescents of age
15–19 are vulnerable to socioeconomic deprivations and
sexual and reproductive health risks that are often associ-
ated with poverty [1]. These include teenage pregnancy,
school dropout, early marriage, and HIV infection. The
HIV epidemic is gendered with girls constituting three
quarters of HIV infections in this age group [1].* Correspondence: milka.juma@maastrichtuniversity.nl
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reproduction in any medium, provided the orIn Kenya, the HIV prevalence rate among adults (15–
49) is 7.4%, with marked regional variations ranging
from 0.8% in North-Eastern Province to 14.9% in
Nyanza Province [2]. Nyanza Province is located along
the shores of Lake Victoria and is the focus area of study
for this paper. The region is predominantly inhabited by
the Luo ethnic group with the highest HIV prevalence of
20%, three times the national average [2,3]. The province
bears one-third of the national HIV/AIDS burden in
Kenya [2].
Among Kenyan adolescents aged 15–19, females are
3.5 times more likely to be infected with HIV thantd. This is an Open Access article distributed under the terms of the Creative
ommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
iginal work is properly cited.
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rate at 8% with young women nearly four times as likely
as their male counterparts to be infected (11% vs. 3%).
Other provinces have rates between 1% and 3%. The
province also has the highest teenage pregnancy rate of
27% in Kenya [3]. Factors associated with HIV and preg-
nancy risks for adolescents include poverty, orphanhood
[4] and low levels of education [5].
About half of the Kenyan population (47%) lives below
the poverty line, on less than one US dollar per day [6,7].
Nyanza Province has the highest population in Kenya living
below the poverty line at 65%, with marked constituency
(political boundaries represented by a Member of Parlia-
ment) differences ranging from 43% - 80%. The province
contributes 19% of the total national poverty [6,7]. The
main economic activities in the region include: fishing, sub-
sistence farming, and small-scale trade in various fields.
Nyanza also hosts many landing beaches in various districts
including Suba, Kisumu, Homa Bay, and Migori; the higher
the number of landing beaches, the higher the HIV preva-
lence rate. Sentinel surveillance statistics show that Suba,
which has the most landing beaches, has the highest preva-
lence rate of 26.3% followed by Kisumu at 18.5% [8,9].
Nyanza Province hosts the largest proportion of orphans
in Kenya at 19% [2]. The generalized HIV epidemic and
high levels of poverty in Nyanza Province may enhance or-
phan vulnerability to sexual risk behaviours with negative
outcomes [10-12]. Studies conducted in southern Africa
have shown orphaned adolescents at heightened risk of
HIV infection [13-17], STI infection [13,14], unintended
pregnancy [13,15-19] and transactional sex [16,20,21], es-
pecially those living in poverty. These studies were mainly
conducted in South Africa and Zimbabwe, countries with
much higher HIV prevalence rates and socio-cultural
contexts different from that of Kenya. Contrary to the
southern African findings, a study conducted in Nyanza
province of Kenya did not find any association between
sexual risk behaviour and orphanhood [22]. The conflicting
result from Kenya compared to South Africa and
Zimbabwe prompts further investigation to consolidate the
evidence on pathways to sexual risk behaviour among or-
phan and non-orphan adolescents.
This paper explores community members’ perceptions
of factors that influence behaviours of orphan and non-
orphan adolescents that may predispose them to STI/
HIV infections and teenage pregnancy. A better under-
standing of such factors will inform policy and interven-
tions to improve adolescent general well-being and
sexual and reproductive health specifically.
Methods
Study design
This study used focus group discussions (FGDs) and key
informant interviews (KIIs) to gather perceptions fromstudy groups/participants. Focus group discussions in-
cluded parents, caregivers and adolescents. In this study
an adolescent was defined as a child of age 10–17 and
an orphan as a child aged10-17 who has lost one or both
parents. A parent was defined as a community member
with a child aged 10–17 and a caregiver as a community
member living with and caring for an adolescent orphan
or non-orphan aged 10–17 who was not their child; how-
ever, they may also have their own children in the same
age group. In conducting and reporting our study we
combined parents and caregivers into one category called
‘caregivers’. A key informant was defined as a community
member or non-member who lived in or worked closely
with the community and knew it well enough to discuss
issues affecting the people, orphan households, orphans
and adolescents in general.
The two methods were used to give broad community
perspectives on influences of poverty on adolescent
sexual behaviour and for data triangulation to establish
validity of findings. Including both caregivers and ado-
lescents provided two different perspectives to add to
validity of findings.
Setting and sampling
The study was undertaken in four districts of Nyanza
Province: Kisumu, Homa Bay, Migori and Suba. The dis-
tricts were chosen to provide additional information that
could further inform a Cash Transfer (CT) project [23,24])
that was to be piloted in the districts to address the socio-
economic needs of orphaned and vulnerable children
(OVC) households. The CT is a government social protec-
tion program for OVC that provides regular and predict-
able cash transfers to extremely poor families living with
OVC to encourage fostering and retention of OVC within
their families and communities, and to promote their hu-
man capital development. Using stratified sampling of
communities, two constituencies were randomly selected
from each of the four districts. For each constituency, a lo-
cation (an administrative unit) was randomly chosen,
within which one sub-location (the smallest administrative
unit) was then chosen randomly, giving a total of eight
sub-locations for the study sites. The participants in focus
groups were chosen purposively to make sure that both
adolescent boys and girls were represented equally and
that also male caregivers were represented. With aware-
ness of and sensitivity to the generalized HIV epidemic
and poverty, we invited adolescent and caregiver partici-
pants to participate with attention to age and sex only. We
did not choose based on HIV status. Pre-test experience
indicated that female caregivers were more available than
their male counterparts.
A total of 14 FGDs were conducted with147 partici-
pants, eight with 78 adolescents ages 14–17 (four with
boys and four with girls) and six with 69 caregivers in
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tributed by gender. Of the six caregiver FGDs, four were
for females and only two for males. Each FGD had 10–
12 participants. Thirteen KIIs were also conducted with
two school-going male and female adolescents aged 15
and 16 years respectively, five community leaders, one
District Children’s Officer (DCO), two Area Advisory
Council representatives, and three health care providers.
Procedures
The FGD and KII guides explored the perceptions of the
community on factors that affect sexual behaviours of ado-
lescent orphans and non-orphans, and caregiver communi-
cation with adolescents on teenage pregnancy, sexually
transmitted infections (STIs) including HIV and preven-
tion. We translated the guides into Kiswahili and the local
language, Dholuo and the first author pre-tested them with
similar respondents in communities neighbouring the
study sites to assure question clarity.
Community leaders worked with the study team to re-
cruit participants through a purposive approach to en-
sure that we included the types of participants described
above. The FGDs and KIIs were conducted by ten trained
and experienced qualitative interviewers who also obtained
oral informed consent and assent from all adult and ado-
lescent participants respectively. Caregiver consent was
sought first for the selected adolescents to participate
before seeking the adolescent’s assent. Discussions and
interviews were conducted in Kiswahili, Luo or English de-
pending on participants’ language preference. All discus-
sions were audio-taped with participants’ consent and
lasted 1 hour to 1 hour and 45 minutes. The FGDs in each
study site ran concurrently at a central location within the
community. Activities were conducted between 10 a.m.
and 3 p.m. The KIIs were conducted at a convenient place
for the respondents with audio privacy.
The study was approved by the institutional and eth-
ical review boards of the Population Council and the
Ministry of Science and Technology.
Data analysis
The qualitative approach to data analysis was deductive
from the standpoint that we were looking for specific
relations between orphanhood and poverty rather than a
more constructivist narrative [25]. The audio-taped
FGDs and KIIs were transcribed verbatim and trans-
lated into English for those conducted in Kiswahili and
the local language. The first author read all FGD tran-
scripts, and developed an initial coding scheme that
was reviewed and refined by the co-authors. ATLAS.ti
5.2 software was used for line-by-line coding [26].
These codes were further grouped into families and re-
trieved as emerging themes and sub themes. The fol-
lowing themes relating to poverty and risky sexualbehaviour emerged from the FGDs and interviews and
are reported below: poverty facilitative factors, and sex-
ual risk facilitative factors; lack of basic needs, poor
housing, school dropout, engaging in income generat-
ing activities, transactional sex and early marriage.
Results
Background characteristics
Of the 147 participants 53% were adolescents and 47%
caregivers. Table 1 presents the characteristics of partici-
pants. There were more females than males among care-
givers with 48% aged 30–49 and the rest aged 50–72.
Additionally, the majority was married or widowed with
primary or secondary education. All adolescents were
aged 14–17 with 53% males, all unmarried and currently
schooling with the majority in primary and more than
one-third in secondary.
Factors that facilitate poverty
Participants in all focus groups and interviews described
poverty as inability to provide for basic needs, and em-
phasized it as a key facilitative factor of adolescent sex-
ual risk behaviour. Adolescents, caregivers, community
leaders, and service providers discussed this concept
extensively. Caregivers described five factors that exacer-
bated poverty in their communities. First, many AIDS-
related deaths among adults that burden their extended
families with the care of orphans for whom they could
not adequately provide for:
“Parents have really died mainly due to AIDS related
illnesses and left many orphans behind for us to care
for. We also have our children who are already
burdensome. We are unable to care for them well.
Education is very expensive; to educate your
children and leave the orphans is a challenge. They
both need equal opportunities. We parents and
caregivers have been unable to care for them well.”
(Male caregiver, FGD)
Additional factors include unemployment, low income,
high cost of living, low farm produce due to unreliable
rainfall and poor farming techniques. Also reported were
lack of markets, low prices of farm produce when har-
vest is good, and poor roads.
“There is starvation in our village. If you are not
working and only depend on farming, then there is no
way you can survive because farms are not doing
well.” (Female caregiver, FGD)“You can be a farmer but still be poor because we sell
what we produce at throwaway prices.” (Male
caregiver, FGD)
Table 1 Demographic characteristics of participants






(n = 69) (n = 78) (n = 13)
Sex
Male 24 (35%) 37 (47%) 9 (69%)
Female 45 (65%) 41 (53%) 4 (31%)
Age group
14–17 - 78 (100%) 2 (15%)
30–49 33 (48%) - 7 (54%)
50–72 36 (52%) - 4 (51%)
Highest level of education
No education 11 (16%) - -
Primary 27 (39%) 48 (62%) 2 (15%)
Secondary 25 (36%) 30 (38%) 5 (39%)
Post Secondary 6 (9%) - 6 (46%)
Marital Status
Single - 78 (100%) 2 (15%)
Married 42 (61%) - 11 (85%)
Widowed 27 (39%) - -
Categories of key
Informants
Adolescents - - 2 (15%)
Community leaders - - 5 (39%)
Child welfare workers - - 3 (23%)
Health care providers (HCP) - - 3 (23%)
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farm implements so some of the farms are not
cultivated. Such parents should be helped by the
government to expand farm production for food
security in orphan households.” (Female adolescent,
FGD)Factors that facilitate adolescent sexual risks
Lack of basic needs
Participants across all categories reported poverty as a
hindrance to caregivers’ provision of children’s basic
needs, which prompted some adolescents to adopt varied
survival strategies. The most commonly and extensively
discussed basic needs were lack of food, and school
requirements such as school fees, uniform, shoes, and
stationery. Other basic needs included clothes, under-
pants, toiletry supplies and poor housing in low income
urban areas:“Many adolescents, both orphans and non-orphans,
who live in poor households lack many basic
necessities. Many orphan households are poor and
this will make them leave their household to seek self
support elsewhere.” (Male adolescent, KII)“Poverty in a family can make an orphaned girls resort
to transactional sex to supplement the little food the
parents/guardians can afford.” (Female adolescent, FGD)“Some boys move from one household to another to
herd cattle and in order to get food.” (Male
adolescent, FGD)
Poor housing
Poor housing in low income urban areas was reported as
a sexual risk factor for adolescents especially by female
caregivers. They reported that poor housing, had limited
audio and visual privacy; exposing children to sexual
intimacy by their parents, caregivers or neighbours that
motivated sexual experimentation:
“In this place (urban slum) most of us live in one-
roomed rental houses mainly joined structures (landi)
without ceiling, partition or with poor partition
material. You have no choice but to share the single
room with the children who sleep on the floor. The
children will ‘watch you when you are with their father’,
so we usually ask them to play outside until we call
them to prepare their sleeping space. In the course of
waiting outside, some children end up engaging in
unprotected sex, drugs or alcohol.” (Female caregiver)
Housing in urban informal settlements thus posed a
challenge to adolescent sexual risk prevention.
School dropout
School dropout as an outcome of poverty, as a survival
strategy, and as a sexual risk factor was reported in
nearly all adolescent FGDs, a half of caregiver FGDs and
at least a half of KIIs. Adolescents dropped out of school
due to lack of school requirements, food, and the need
to work to support family basic needs:
“Some adolescents, both orphans and non-orphans
from poor families drop out of school due to lack of
money for school requirements such as school fees,
uniform including shoes, inability to concentrate due
to hunger, frequent lateness and absenteeism that
result in loss of interest and eventual dropout.”
(Female Adolescent, FGD)
Adolescents also perceived orphans to be more sus-
ceptible to school dropout than non-orphans:
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for example, some paternal orphans are forced by
circumstance to drop out of school to help the
mother with casual work for the family to get money
for household food.” (Male adolescent, FGD)
Caregivers reported many parents’ inability to cater for
their children’s secondary school education, resulting in
school dropout thus predisposing them to risks faced by
out of school adolescents.
“Many parents in this region cannot afford to take
children to secondary school. Such children become
idle and begin to influence each other into sex.” (Male
caregiver, FGD)
Engaging in income generating activities
Adolescents, caregivers and community informants
reported that, to meet basic needs, some adolescents en-
gage in varied income generating activities (IGAs). The
most commonly discussed IGAs included fishing, bicycle
taxi services, herding and casual farm work for boys
while girls engaged in domestic live-in work (household
chores for pay) away from home.
Adolescents reported that boys who engaged in
IGAs used their earnings to entice girls into sex, go to
discos and video shows, buy alcohol and drugs, and
engage in other behaviours that were thought to in-
crease sexual risk outcomes such as teenage pregnan-
cies, STIs or both.
They described domestic work as increasing girls’ vul-
nerability to sexual abuse and exploitation by the male
members of such households:
“Some parents can remove a child from school to
work as a domestic worker to bring money home so
that the parent can buy food for the family. This puts
the girl at risk of pregnancy or contracting STI/HIV
as she may be sexually abused or exploited by some
male members of the household she works for.”
(Male caregiver, FGD)
Transactional sex
All participants extensively discussed transactional sex
as an important sexual risk behaviour associated with
poverty. Orphans and non-orphans from poor families
were both at risk of engaging in transactional sex to get
money to meet their basic needs:
“Sometimes orphans who live in a poor household
and especially the girls who have the responsibility to
provide for their daily meals ends up in engaging in
sex to get money for food and other basic needs.”
(Male Adolescent FGD)“Adolescents who have parents but live in poverty
engage in transactional sex because of the problems
they face. They will copy their friends whom they see
engaging in sex for money to make ends meet.”
(Female adolescent, FGD)
Orphaned and sometimes non-orphaned males were
reported to engage in transactional sex with older women
and widows to meet basic needs such as food and school
fees:
“A male orphan who lacks school fees or pocket
money may decide to stay with a widow who has
money so that she pays for his school fees.” (Male
Adolescent, FGD)
Transactional sex is also facilitated by the IGA envir-
onment in which adolescents operate, such as fish
landing beaches, as expressed by male adolescent FGD
participant:
“Beaches serve as money minting points where
fishermen, fishmongers and middlemen have a lot of
money. For boys involved in the fish trade, older
female fishmongers, some of whom are widows,
entice them with sex so that they can sell to them fish
cheaply. This has led to high rates of HIV infection in
the beach communities”.
Early marriage
Poverty was reported to motivate orphan and non-orphan
girls into early marriage that was either voluntary or forced
by caregivers:
“If a family is living in abject poverty and they have
daughters, some parents have been reported to marry
them off even before age 18 to get dowry to sustain
the family economically. Such cases are reported to
my office, and do affect both orphans and non-
orphans and puts them at risk for early pregnancy or
contracting STI/HIV.” (DCO, KII)
Poverty compelled orphan and non-orphan girls to
early marriage to escape the challenges they faced such
as caregiver inability to cater for their school requirements
including other basic needs, with expectations that their
spouses would cater for their basic needs. Caregivers and
adolescents reported an additional challenge of teenage
pregnancy and fear of consequences.
“An orphan or non-orphan girl who is suffering can
decide to go and get married to a better off man so
that her misery comes to an end” (Male adolescent,
FGD)
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In this qualitative study poverty was found to provide
the context for transactional sex, early marriage and sex-
ual experimentation among orphans and non-orphans.
Lack of basic needs was perceived to lead directly to en-
gaging in these behaviours as a survival strategy to meet
such needs or indirectly through school dropout to engage
in IGAs whose environments and proceeds predisposed
adolescents to transactional sex. School dropout was the
only factor perceived to affect orphans more than non-
orphans.
Various studies have suggested that AIDS-related illness
or death of people in the productive age group increases
household poverty, food insecurity and unemployment
[27-29]. In our study, these factors were identified to pre-
dispose adolescents to risky sexual behaviour. Thus, preg-
nancy and STI/HIV prevention and care interventions
ought to integrate strategies that increase food security
and empower caregivers economically to be able to meet
adolescent basic needs. This helps to explain why food
was the top basic need that contributed to sexual risk be-
haviour among adolescents irrespective of orphan status.
Our study identified poverty as a hindrance to adoles-
cent orphans’ and non-orphans’ access to basic needs,
results that are consistent with other studies [28,30].
The findings show how poverty contravenes various
basic child rights of adolescents leading to sexual risk
behaviours.
Early marriage is one of the traditional practices preju-
dicial to the health of children that elevates adolescent
girls’ risk of HIV infection because of the HIV status of
their husbands and frequency of intercourse [31-34].
Early marriage among girls is common in many Sub-
Saharan African countries including Kenya, which pre-
disposes them to varied reproductive health risks such
as early or teenage pregnancy, cervical cancer and sexu-
ally transmitted infections including HIV, spousal sexual
and physical violence, and less likelihood to use preven-
tion of mother to child transmission or antiretroviral
therapy services [31].
Our findings also suggest that poverty hinders adoles-
cent access to education due to lack of food and school
requirements leading to school dropout. Non-schooling
has been shown to limit adolescent access to sexual and
reproductive health information that contributes to their
susceptibility to sexual risks [35].
The results show that by engaging in IGA, adolescents
expose themselves to environments that predispose them
to sexual risks. Additionally, domestic work exposes girls
to sexual abuse and exploitation as well as transactional
sex. For boys engaged in fishing, the context in which
small-scale fishing industry is conducted predisposes them
to risky sexual behaviour. Examples include the fish-for
-sex culture and the mobility of the fishers that make thefishing communities highly susceptible to STI/HIV infec-
tion [8,9,36,37].
Risky sexual behaviour such as transactional sex ex-
pose adolescents to unplanned pregnancy and STI/HIV
infections that hinder the goal of preventing and mitiga-
tion HIV/AIDS [15,19,35,38,39] . Transactional sex often
occurs with older partners [20,40] and the power imbal-
ance in such exchange reduces adolescent ability to ne-
gotiate safe sex, thus predisposing them to unprotected
sex [41-44].
The lack of a clear difference between orphans and
non-orphans in the perceived influence of poverty on
sexual behaviour and health outcomes suggests that pov-
erty in itself may be a more influential factor than or-
phanhood. Our findings on poverty as a predisposing
factor for adolescents’ sexual risks is corroborated by an-
other study in the same province that found low house-
hold socioeconomic status and educational attainment
to be positively associated with transition to sexual activ-
ity, marriage and pregnancy among adolescent girls [45].
The results indicate a need to review the existing
poverty reduction strategies and interventions, and the
extent to which they address adolescents’ needs. Opera-
tions research would help to identify ways to address
poverty to reduce sexual risks among adolescent or-
phans and non-orphans. Our study findings also reveal
that while orphanhood may exacerbate vulnerability to
risky sexual behaviour, an analysis of the poverty con-
text may provide a better understanding of why both or-
phan and non-orphan adolescents may be at risk for
STI/HIV infection and teenage pregnancy.
Our study has various limitations that should be con-
sidered when interpreting the results. It is possible that
participants’ selection may have been biased as commu-
nity leaders assisted in the recruitment of participants.
Additionally, it is possible that poverty may not have
been discussed exhaustively as only one wave of data
collection was conducted. We did not use an iterative
approach to data collection. Such an approach would
have allowed us to learn from each stage to focus ques-
tions at the next stage; instead, we conducted the FGD’s
concurrently. Despite these limitations, our findings gen-
erate useful information that should refocus attention to
the generalized poverty in the province and inform pol-
icy and programming on sexual risks for adolescents.
Conclusions
Our findings highlight pathways by which poverty con-
tributes to sexual risk behaviour among both orphaned
and non-orphaned adolescents through their lack of
basic needs, school dropout, engaging in IGA that make
adolescents susceptible to sexual experimentation, trans-
actional sex, and early marriage that expose adolescents
to unplanned pregnancies and STI/HIV risks. Prevention
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munities with generalized poverty and HIV should en-
compass: i) economic empowerment for all parents and
caregivers, aimed at reducing household economic vul-
nerabilities; ii) life skills targeting adolescents, irrespect-
ive of orphan status; and iii) strengthening the existing
social protection system implemented by the govern-
ment that provides regular and predictable cash transfers
to extremely poor households living with OVC to en-
courage their fostering and retention within their fam-
ilies and communities, and to promote their human
capital development. These government protection ser-
vices include school enrolment and attendance, house-
hold nutrition and food security, improved reproductive
health services for adolescents, and increased civil regis-
tration of children and caregivers, thus addressing most
of the basic needs that predispose adolescents to sexual
risk behaviour.
Abbreviations
CT: Cash Transfer; DCO: District Children’s Officer; FGD: Focus Group
Discussion; IGA: Income Generating Activities; KII: Key Informant Interview;
OVC: Orphan and Vulnerable Children.
Competing interest
The authors declare that they have no competing interests.
Authors’ contributions
MJ made substantial contributions to the conception and design, drafted
data collection instruments, trained data collectors, participated in data
collection, analysis and interpretation, drafted this paper, and was
responsible for submission. JA contributed to the drafting of the paper and
revision of the version to be submitted. LKB made substantial contributions
to data analysis and interpretation, and revised the first draft of the paper
and version to be submitted. IA made substantial contributions to the
conception and design, and edited the draft versions of the data collection
instruments, and revised the draft paper and version to be submitted. BVB
made substantial contributions to the data analysis, interpretation, edited
draft versions of this manuscript and the version to be submitted. All authors
read and approved the final manuscript.
Acknowledgements
The authors thank the adolescents, parents, caregivers, community leaders,
child welfare workers, who participated in the study. We also thank parents/
caregivers for consenting to adolescents’ participation. We also thank the
data collection team for their determination, dedication and professionalism.
The authors are indebted to the Kenyan Department of Children’s Services
that was part of the Ministry of Home Affairs then, for providing an entry
point into the study communities.
Funding
This study was supported by the British Department for International
Development (DFID) through the Constella-Futures HAPAC3 program, the
Population Council and the Netherlands organization for international
cooperation in higher education (NUFFIC), through a fellowship grant to the
first author.
Author details
1Department of Health Promotion, Maastricht University, Maastricht, The
Netherlands. 2Context Factor Solutions, P.O. Box 27598, Nairobi, Kenya.
3University of Texas School of Public Health Houston, Houston, Texas, USA.
4Population Council, P.O Box 1764300500, Nairobi, Kenya.
Received: 12 December 2012 Accepted: 19 July 2013
Published: 25 July 2013References
1. UNAIDS: Report on the global AIDS epidemic. New York: UNAIDS; 2010.
2. National AIDS and STI Control Programme: Kenya AIDS indicator survey, KAIS
2007, Final report. Nairobi, Kenya: Ministry of Health; 2009.
3. Kenya National Bureau of Statistics: Kenya demographic and health survey
2008–09. Calverton, Maryland: KNBS and ICF Macro; 2010.
4. Formson CB, Forsythe S: A costing analysis of selected orphan and vulnerable
children (OVC) programs in Botswana. Washington, DC: Futures Group,
Health Policy Initiative; 2010. Task Order 1.
5. Zosa-Feranil I, Green CP, Cucuzza L: Engaging the poor on family planning as
a poverty reduction strategy. Washington, DC: Futures Group, Health Policy
Initiative; 2009. Task Order 1.
6. Central Bureau of Statistics: Geographic dimensions of well-being in Kenya.
Who and where are the poor? A constituency level profile. Volume IIth edition.
Nairobi: Government Printer; 2005.
7. Kenya National Bureau of Statistics: Basic report on well-being in Kenya. Based
on the Kenya integrated household budget survey 2005/06. Nairobi: Ministry of
Planning and National Development; 2007.
8. Kissling E, Allison EH, Seeley JA, et al: Fisher folk are among groups most
at risk of HIV: cross-country analysis of prevalence and numbers
infected. AIDS 2005, 19:1939–1946.
9. Bukusi EA, et al: HIV/STI prevalence & risk among fishermen in Kisumu, Kenya.
Toronto, Ontario: International AIDS Conference 2006; 2006. Abstract no.
CDC0248.
10. Cote AM, Sobela F, Dzokoto A, et al: Transactional sex is the driving force
in the dynamics of HIV in Acra. Ghana. AIDS 2004, 18(6):917–925.
11. UNAIDS/UNICEF/USAID: Children on the Brink 2004. New York: A Joint Report
on New Orphan Estimates and a Framework for Action; 2004.
12. Cluver L, Orkin M, Mark Boyes M, Gardner F, Meinck F: Transactional sex
amongst AIDS-orphaned and AIDS-affected adolescents predicted by
abuse and extreme poverty. J Acquir Immune Defic Syndr 2011, 58:336–343.
13. Birdthistle IJ, Floyd S, Machingura A, Mudziwapasi N, Gregson S, Glynn JR:
From affected to infected? Orphanhood and HIV risk among female
adolescents in urban Zimbabwe. AIDS 2008, 22(6):759–766.
14. Birdthistle I, Floyd S, Nyagadza A, et al: Is education the link between
orphanhood and HIV/HSV-2 risk among female adolescents in urban
Zimbabwe? Soc Sci Med 2009, 68(10):1810–1818.
15. Gregson S, Nyamukapa CA, Garnett GP, et al: HIV infection and
reproductive health in teenage women orphaned and made vulnerable
by AIDS in Zimbabwe. AIDS Care 2005, 17(7):785–794.
16. Kang M, Dunbar M, Laver S, et al: Maternal versus paternal orphans and
HIV/STI risk among adolescent girls in Zimbabwe. AIDS Care 2008,
20:214–217.
17. Operario D, Pettifor A, Cluver L, et al: Prevalence of parental death among
young people in South Africa and risk for HIV infection. J Acquir Immune
Defic Sydr 2007, 44:93–98.
18. Palermo T, Peterman A: Are female orphans at risk for early marriage,
early sexual debut, and teen pregnancy? Evidence from Sub-Saharan
Africa. Stud Fam Plann 2009, 40:101–112.
19. Thurman TR, Brown L, Richter L, et al: Sexual risk behavior among South
African adolescents: is orphan status a factor? AIDS Behav 2006, 10(6):627–635.
20. Muula AS, Misiri H, Munthali L, et al: The living situations of orphans in
peri-urban Blantyre. Malawi. South African Medical Journal 2003, 93
(12):920–921.
21. International Labour Organization International Program on the Elimination
of Child Labour: HIV/AIDS and child labor: a state-of-the art review with
recommendations for action. Geneva: Synthesis report, Paper No. 6; 2003.
22. Juma M, Alaii J, Bartholomew LK, Askew I: Borne. Risky sexual behavior
among orphan and non-orphan adolescents in Nyanza Province, western
Kenya. AIDS Behav: BV; 2012. doi:10.1007/s10461-012-0336-5.
23. Bassett L: Can conditional cash transfer programs play a greater role in
reducing child under-nutrition?. October: WHO; 2008.
24. Ministry of Gender, Children, and Social Development (MGCSD): National
social protection strategy 2009 – 2012. Nairobi: MGCSD; 2009.
25. Michael AH, Matthew BM: The qualitative researcher’s. London: Companion
Sage Publications; 2002.
26. Muhr T: ATLAS.ti 5.2 Scientific software development. GmbH: Berlin, Germany;
2006.
27. Yamano T, Jayne TS: Measuring the impacts of working-Age adult
mortality on small-scale farm households in Kenya. World Dev 2004,
32(1):91–119.
Juma et al. BMC International Health and Human Rights 2013, 13:32 Page 8 of 8
http://www.biomedcentral.com/1472-698X/13/3228. Booysen F: Financial responses of households in the Free State province
to IV/AIDS-related morbidity and mortality. South African Journal of
Economics 2002, 70(7):1193–1215.
29. Foster G, Williamson J: A review of current literature of the impact of HIV/
AIDS on children in sub-Saharan Africa. AIDS 2000, 14(Suppl. 3):S275–S284.
30. Cluver L, Operario D: Inter-generational linkages of AIDS: vulnerability of
orphaned children for HIV infection. IDS Bull 2008, 39:27–35.
31. Glynn JR, Caraël M, Auvert B, et al: Why do young women have a much
higher prevalence of HIV than young men? a study in Kisumu, Kenya
and Ndola. Zambia. AIDS 2001, 15(Suppl 4):S51–S60.
32. Clerk S: Early marriage and HIV risks in Sub-Saharan Africa. Stud Fam
Plann 2004, 35(3):149–160.
33. Clark S, Bruce J, Dude A: Protecting young women from HIV/AIDS: the
case against child marriage. Int Fam Plan Perspect 2006, 32(2):79–88.
34. McGrath N, Nyirenda M, Hosegood V, et al: Age at first sex in rural South
Africa. Sex Trans Infect 2009, 85(Suppl 1):i49–i55.
35. Nations U: Division for the Advancement of Women (DAW) and UNICEF: Expert
group meeting, elimination of all forms of discrimination and violence against
the girl child UNICEF. Florence, Italy: Innocenti Research Centre; 2006.
36. Bene C, Merten S: Women and fish-for-Sex: transactional sex, HIV/AIDS
and gender in African fisheries. World Dev 2008, 36(5):875–899.
37. Kwena ZA, Bukusi EA, Ng’ayo MO, et al: Prevalence and risk factors for
sexually transmitted infections in a high-risk occupational group: the
case of fishermen along Lake Victoria in Kisumu. Kenya. Int J STD AIDS
2010, 21(10):708–713.
38. Cooper D, Hays S: Engaging youth for positive change: a critical analysis
of case studies of local action. Children, Youth and Environments 2007,
17(2):433–453.
39. Ugandan Ministry of Health and ORC Macro: Uganda HIV/AIDS Sero-
behavioural Survey 2004–2005. Calverton, MD: Ugandan Ministry of Health
and ORC Macro; 2006.
40. Oleke C, Blystad A, Flykesnas K, Tumwine JK: Constraints to educational
opportunities of orphans: a community-based study from northern
Uganda. AIDS Care 2007, 19:361–368.
41. Nkosana J, Rosenthal D: The dynamics of intergenerational sexual
relationships: the experience of schoolgirls in Botswana. Sex Health 2007,
4(3):181–187.
42. Hallman K: Socioeconomic disadvantage and unsafe sexual behaviours of
young Women and Men in South Africa, Policy research division working paper
190. New York: Population Council; 2004.
43. Pettifor A, Rees H, Kleinschmidt I, et al: Young people’s sexual health in
South Africa: HIV prevalence and sexual behaviors from a nationally
representative household survey. AIDS 2003, 19:1525–1534.
44. MacPhail C, Campbell C: ‘I think condoms are good but, aai, I hate those
things’: condom use among adolescents and young people in a
Southern African township. Soc Sci Med 2001, 52(11):1613–1627.
45. Magadi MA, Agwanda AO: Determinants of transitions to first sexual
intercourse, marriage and pregnancy among female adolescents:
evidence from South Nyanza, Kenya. J Biosoc Sci 2009, 41:409–427.
doi:10.1186/1472-698X-13-32
Cite this article as: Juma et al.: Understanding orphan and non-orphan
adolescents’ sexual risks in the context of poverty: a qualitative study in
Nyanza Province, Kenya. BMC International Health and Human Rights
2013 13:32.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
